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 A 000 Initial Comments  A 000

On March 3 and 4, 2016, a complaint 

investigation survey (#  MD00099377) was 

conducted at the former site of the Hillcrest Clinic 

in Catonsville, MD. 

The complaint, dated 03/03/16, was 

substantiated. The complaint, dated 03/11/16, 

was unsubstantiated. No deficiencies were cited 

because the Hillcrest Clinic was not operational at 

the time of the investigations.

Findings in this report are based on data present 

at the time of the review.  The facility's 

administrator was kept informed of the survey 

findings as the survey progressed.  The facility 

was given the opportunity to present information 

relative to the findings during the course of the 

survey.
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